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Plan  for  Emotionally  Disturbed  Children  and  Youth 

Introduction 

The  Montana  Committee  for  Emotionally  Disturbed  Children  was  formed  over  a 
decade  ago  as  a  coalition  of  public  and  private  agencies,  voluntary  organiza- 
tions and  individuals,  including  parents,  who  share  a  common  concern  about  and 
commitment  to  Montana's  emotionally  disturbed  children  and  youth.  During  the 
past  six  years,  the  Committee  has  identified  the  needs  of  Montana's  emotionally 
disturbed  children.  The  Committee  has  also  identified  the  service  delivery 
system  that  attempts  to  meet  those  needs.  In  June,  1982,  the  Committee  pub- 
lished its  first  plan  to  improve  this  system.  This  plan  was  revised  in  1986. 

In  1987,  the  Montana  legislature  created  the  Department  of  Family  Services. 
Coordination  and  communication  among  many  of  the  youth-serving  facilities  and 
agencies  should  be  facilitated  through  this  new  structure.  Reallocation  of 
available  dollars  and  a  more  comprehensive  definition  of  emotionally  disturbed 
children  also  occurred. 

The  1988  update  of  the  plan  for  emotionally  disturbed  children  is  presented  with 
full  consideration  of  the  economic,  geographic,  and  political  constraints  of 
Montana's  mental  health  system.  It  is  also  presented  with  full  consideration  of 
the  child  who  is  emotionally  disturbed  --  what  his/her  needs  are  and  how  the 
system  can  or  cannot  respond  as  currently  structured,  prioritized  and  funded. 

We  urge  your  careful  review  and  utilization  of  its  recommendations. 

July,  1988 
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SERVICES  FOR  EMOTIONALLY  DISTURBED  CHILDREN  AND  ADOLESCENTS 

Goal : 

Develop  a  coordinated  system  for  prevention,  early  detection,  and  appropriate 
treatment  of  emotional  disturbances  in  Montana's  children  and  adolescents. 

Objectives: 

1.  Work  with  the  Department  of  Family  Services  to  better  coordinate  service  to 
children  and  adolescents,  especially  those  who  are  emotionally  disturbed. 

2.  Expand  services  to  emotionally  disturbed  children  and  adolescents  to 
provide  prevention,  early  detection,  diagnosis  and  treatment  throughout  the 
state. 

3.  Create  a  system  that  bases  access  to  diagnosis  and  treatment  of  emotional 
disturbance  in  children  and  adolescents  on  need  rather  than  legal  status, 
ability  to  pay,  availability  of  funds  or  other  system  variables. 

Actions: 

This  policy  plan  contains  specific  goals  and  recommendations  for  action  proposed 
by  the  Montana  Committee  for  Emotionally  Disturbed  Children. 
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1.2  Services  and  Settings 

Mental  health  services  cannot  be  limited  to  treatment  facilities.  Home, 
community,  school,  outpatient,  day  treatment,  residential  and  hospital 
settings  are  all  a  part  of  the  continuum  of  service  settings  involved  in 
the  prevention,  detection,  diagnosis  and  treatment  of  emotionally  disturbed 
children. 

Any  list  of  specific  services  would  probably  leave  out  some  discipline  or 
service  that  is  important  for  some  specific  disorder  or  in  some  specific 
treatment  system.  The  general  categories,  however,  are  medical,  mental 
health,  educational,  and  social  services.  These  services  are  combined  in 
different  arrangements  in  the  various  settings  listed  above. 

1.3  Trends 

The  fragmentation  of  funding  and  services  for  emotionally  disturbed  chil- 
dren and  adolescents  has  resulted  in  a  similar  fragmentation  of  information 
concerning  the  numbers  and  types  of  emotional  problems  of  Montana's  chil- 
dren and  adolescents.  The  four  major  service  categories  (medical,  mental 
health,  education,  social)  do  not  even  use  the  same  systems  for  defining 
and  categorizing  emotionally  disturbed  children  and  adolescents. 

Presently  there  is  an  increase  in  institutional  services  for  emotionally 
disturbed  children  and  adolescents,  but  other  necessary  and  less  restric- 
tive levels  of  care  are  not  being  expanded  or  directly  funded. 

2.0  Current  Situation 

2.1  Availability  and  2.2  Accessibility 

Data  Base 

With  the  exception  of  the  Office  of  Public  Instruction,  agencies  involved 
with  working  with  emotionally  disturbed  children  do  not  have  a  system  in 
place  for  retrieval  of  needed  information.  There  is  a  need  for  basic  data 


describing  children  who  are  being  served,  those  who  are  not  being  served, 
and  those  who  are  being  inadequately  served. 

By  using  a  specific  and  clearly  understandable  definition  which  would  give 
all  providers  a  common  language  for  identifying  these  children,  data  could 
then  be  compiled  as  to  current  needs  and  future  directions  for  more  ade- 
quately serving  this  population.  This  method  would  provide  the  budgeting 
tool  needed  for  future  planning. 

Outpatient  Services 

Comprehensive  and  integrated  evaluation  services  are  not  consistently 
available.  Some  Community  Mental  Health  Centers  provide  excellent  eval- 
uations and  some  of  these  are  coordinated  with  the  school  system.  Other 
Mental  Health  Centers  do  not  have  specific  programs  for  evaluation  of 
children  and  adolescents.  In  many  rural  areas,  evaluations  of  emotionally 
disturbed  children  and  adolescents  are  specific  to  education  and  do  not 
include  clinical  assessments. 

Individual,  family  and  group  psychotherapy  by  professionals  trained  specif- 
ically to  work  with  children  and  adolescents  is  inadequate  due  to  a  short- 
age of  trained  professionals.  This  deficit  is  exacerbated  by  a  lack  of 
funding,  communication,  and  coordination  between  service  providers. 

Short-term  outpatient  day  treatment  programs  to  prevent  institutionaliza- 
tion of  children  and  adolescents  are  limited  to  three  programs:  Helena, 
Great  Falls  and  Billings.  This  is  a  significant  increase  from  1982  when 
one  pilot  project  was  available.  Outpatient  day  treatment  programs  to 
prevent  institutionalization  and  follow-up  to  institutional  treatment  are 
still  not  sufficiently  available  to  meet  children's  needs. 

Inpatient  Services 

Acute  care  hospital  services  for  children  and  adolescents  are  available  in 
several  cities.  These  hospitals  provide  comprehensive  and  integrated 
evaluations  as  well  as  short-term  care.  General  hospitals  or  adult 


psychiatric  facilities  and  programs  are  not  appropriate  for  longer-term 
treatment  of  emotionally  disturbed  children  or  adolescents. 

Long  Term  Treatment 

a.  Therapeutic  foster  care  is  available  in  one  region  on  a  sizeable 
scale,  with  a  utilized  capacity  of  35  and  potential  for  expansion. 
Therapeutic  services  are  provided  through  contracts  with  clinicians  in 
private  practice.  A  staff  member  with  a  caseload  of  8-10  youths  acts 
as  a  case  manager  for  each  youth  and  as  a  resource  of  support  and 
counsel  to  the  foster  parents. 

Another  region  has  an  existing  pilot  project.  Therapeutic  foster 
homes  offer  the  advantage  of  supported  family  settings  for  children  in 
need. 

b.  A  therapeutic  group  home  is  available  in  one  region.  This  home  also 
utilizes  out-patient  therapy  service. 

Other  child  care  facilities,  group  homes  and  short-term  care  facili- 
ties for  transition  are  also  available  and  could  be  upgraded  and 
expanded  to  meet  intermediate  level  service  needs. 

c.  Residential  treatment  programs  exist  in  two  regions.  The  Department 
of  Family  Services  currently  contracts  for  only  sixty-four  (64)  of  the 
106  beds  available  to  serve  emotionally  disturbed  children. 

Obviously,  more  children  need  services  than  can  be  served  with 
currently  available  financial  resources.  Financial  access  is  the 
primary  barrier  for  many  children  and  adolescents  in  need  of  service. 


2.3  Cost: 


The  cost  of  treating  emotionally  disturbed  children  and  adolescents  has 
increased.  The  current  system  cannot  assure  the  most  appropriate  or  least 
costly  placement.  The  current  system  does  not  provide  access  to  all 


children  in  need  of  service,  especially  if  the  consequences  of  their 
emotional  disturbance  have  not  become  severe  or  highly  visible.  Thus, 
although  better  coordination  could  make  the  system  more  efficient,  it  will 
not  make  it  cheaper.  Additional  services  and  expenditures  are  needed. 

The  expansion  of  hospital  services  for  adolescents  and  the  addition  of  a 
children's  hospital  provide  a  seriously  needed  part  of  the  continuum  of 
care.  Because  services  for  early  intervention  and  less  intensive  treatment 
are  lacking,  the  cost  of  care  has  increased  unnecessarily  by  over-utiliza- 
tion of  hospital  services.  Three  critical  factors  contribute  to  this 
problem:  1)  use  of  hospitalization  when  a  less  intensive  service  would  be 
appropriate,  2)  delay  of  treatment  until  the  child's  or  adolescent's 
disorder  becomes  too  serious  to  treat  in  other  settings,  or  3)  continued 
hospitalization  when  less  restrictive  settings  are  appropriate  but  unavail- 
able or  not  util ized. 

3.0  Recommendations  and  Resource  Requirements 

3.1  Availability  and  3.2  Accessibil ity 

Prevention  and  early  detection  of  emotional  illness  in  children  can  best  be 
accomplished  by  training  people  who  normally  work  with  children.  These 
people  should  be  trained  to  understand  and  recognize  normal  child  develop- 
ment and  the  early  signs  of  emotional  disturbances.  The  state  needs  a 
program  to  provide  such  training  to  parents,  day-care  providers,  health 
care  providers,  head  start  teachers,  kindergarten  and  primary  grade  teach- 
ers, school  psychologists,  principals,  counselors,  social  service  workers, 
and  the  general  public. 

Training  should  be  uniform  and  coordinated.  This  can  be  accomplished 
through  a  state  level  program  to  develop  the  training,  train  the  trainers 
and  coordinate  the  program.  The  local  schools  and  community  mental  health 
centers  are  the  best  groups  to  carry  out  training  of  the  target  groups. 

Prevention  activities  can  be  carried  out  by  the  above-named  normal  contacts 
of  children.  When  early  signs  of  emotional  illness  are  recognized, 


however,  these  people  must  be  able  to  make  referrals  to  diagnostic  and 
treatment  services. 

School  counseling  programs  should  be  available  to  all  school  children. 
These  programs  would  have  different  structures  depending  on  the  size  of  the 
student  population  and  qualification  of  available  counselors.  School 
counseling  programs  can  provide  the  earliest,  least  disruptive  setting  for 
treatment. 

Family  training  programs  should  also  be  available  to  assist  parents  with 
training  and  short-term  therapy.  This  problem-oriented  training  reduces 
out-of-home  placements  where  problems,  but  not  severe  emotional  distur- 
bance, exist.  This  training  complements  mental  health  center  activities, 
and  increases  successful  reintegration  of  the  family  following  residential 
treatment. 

Evaluation  should  be  provided  locally  wherever  possible.  A  comprehensive 
network  of  coordinated  evaluation  services  needs  to  be  established  through- 
out the  state  on  an  outpatient  basis.  Community  Mental  Health  Centers, 
schools,  and  local  medical  communities  would  provide  local  units  of  the 
network,  staffed  with  therapists  specifically  trained  to  work  with  children 
and  adolescents  on  an  outpatient  basis. 

Three  small  facilities  (8  to  12  beds)  are  needed  across  the  state  to 
provide  short-term  (about  30  days),  comprehensive  community-based  eval- 
uation for  children  or  adolescents.  Regionalization  of  residential  eval- 
uation and  treatment  services  has  the  dual  advantage  of  improving  coordin- 
ation among  the  components  of  the  local  and  referral  services  and  also 
creating  centers  of  regional  resources  that  can  facilitate  recruitment  of 
qualified  personnel.  More  highly  trained  personnel  may  be  shared  among 
regional  or  regional  and  local  programs  if  small  regional  evaluation 
centers  are  used  rather  than  single  state  services. 

Short-term  outpatient  day  treatment  programs  (which  may  contain  a  residen- 
tial component)  should  be  established  where  feasible,  with  at  least  one  in 
each  mental  health  region.  These  programs  would  be  designed  to  help 


families  so  as  to  prevent  children  and  adolescents  from  requiring  res- 
idential placement,  as  well  as  providing  support  for  adolescents  returning 
to  communities  following  institutional  treatment. 

Short-term  intensive  family  intervention  programs  should  be  established  to 
reduce  the  necessity  for  out-of-home  placements. 

Long-term,  Out-of-Home  Treatment 

Long-term  treatment  for  children  removed  from  the  home  is  not  available  in 
all  major  population  centers  of  the  State.  At  least  one  long-term  program 
with  out-of-home  living  arrangements  should  be  located  in  each  region. 

a.  Residential  treatment  capacity  if  fully  utilized,  may  be  adequate 
though  it  is  now  located  in  two  cities  only. 

b.  Group  homes  are  located  in  all  regions.  Upgrading  of  at  least  one 
group  home  in  each  region  to  an  intermediate  treatment  level  would 
provide  placements  for  youth  who  need  increased  structure  as  well  as 
those  returning  to  the  community  from  hospitalization  or  residential 
treatment.  This  would  reduce  length  of  treatment  in  many  cases. 
These  group  facilities  should  be  coordinated  with  day  treatment  and 
outpatient  programs. 

c.  .  Therapeutic  foster  care  is  an  alternative  that  should  be  considered 

for  each  region.  It  has  the  advantage  of  providing  a  parental  role- 
model  and  is  relatively  cost-effective. 

Chronically  Mentally  111  Adolescents 

The  state  needs  a  community-based  mental  health  aftercare  program  for 
chronically  mentally  ill  adolescents  who  no  longer  need  psychiatric 
hospital  or  residential  treatment.  These  aftercare  programs  should  include 
highly  structured  and  supervised  group  living  situations,  education 
services,  day  treatment,  individual,  group  and  family  therapies.  Medica- 
tion management  and  psychiatric  consultation  need  to  be  available. 


Comprehensive  aftercare  programs  like  these,  placed  in  strategic  cities 
around  the  state,  would  offer  an  intermediate  level  of  care  not  available 
presently.  They  would  allow  for  many  youth  to  be  discharged  from  psychi- 
atric hospitals  or  residential  treatment  centers  in  a  timely  fashion,  and 
to  be  treated  in  less  restrictive  and  less  intensive  programs  when  appro- 
priate. 


3.3  Cost 

The  cumulative  costs  to  individuals,  families,  social  services,  schools  and 
the  general  public  that  results  from  inadequate  response  to  emotional 
illness  in  children  is  greater  than  the  cost  of  effectively  servicing 
children  in  the  first  place.  An  incomplete  system  costs  more  to  operate 
than  a  system  with  a  continuum  of  care. 

The  following  section  estimates  the  amount  of  money  necessary  to  complete 
the  service  system  for  emotionally  disturbed  children  and  adolescents. 
Although  some  resources  may  be  available  from  existing  programs,  most  of 
the  funds  must  be  provided  through  new  appropriations  of  federal,  state  and 
local  funds.  Projections  are  based  on  the  Governor's  planning  regions, 
which  are  used  as  Health  Planning  Regions,  Mental  Health  Regions,  and  DFS 
Regions. 

(1)  Provider  Training  Program 

In  projecting  the  costs  of  this  program,  the  following  assumptions  were 
made: 

1.  The  program  would  be  coordinated  at  the  state  level. 

2.  Only  funding  of  the  staff  to  develop  the  program  and  train  the  train- 
ers would  require  new  funds. 

3.  The  program  would  be  delivered  in  each  of  the  five  mental  health 
regions. 


Cost: 

Staff  (2  FTE's)  $60,000 

Materials  and  travel  12,500 

$72,500 

(2)  School  Counseling  Program 

In  projecting  the  costs  of  this  program,  the  following  assumptions  were 
made: 

1.  Services  would  be  established  in  all  elementary  districts. 

2.  Existing  support  staff  could  provide  support  services. 

3.  Office  space  could  be  rented  locally  at  $5  per  square  foot  and  144 
square  feet  would  be  required  for  each  site. 

Cost: 

Staff  (255  FTE's)       $7,111,440 
Office  Space  438,480 

Materials  127,500 

$7,677,420 

(3)  Family  Training  Program 

In  projecting  the  costs  of  this  program,  the  following  assumptions  were 
made. 

1.  The  program  would  be  attached  to  an  existing  mental  health  center. 

2.  Only  staffing  costs  need  to  be  considered. 
Cost  (for  each  Program): 

Staff  (2   FTE  professional  and  .5  support)        $67,500/program 
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(4)  Comprehensive  Community  Evaluation  Programs 

In  projecting  the  costs  of  such  a  program,  the  following  assumptions  were 
made: 

1.  Each  Community  Evaluation  Program  would  have  therapists  with  special 
training  in  dealing  with  children  and  adolescents. 

2.  The  Community  Evaluation  Program  would  be  freestanding;  that  is,  not 
physically  or  organizationally  connected  to  an  inpatient  treatment 
facility.  Physical  or  organizational  connection  to  existing  mental 
health  centers,  schools  or  Inpatient  Evaluation  Facilities  is  recom- 
mended. 

3.  Nearly  all  children  and  adolescents  who  are  placed  in  inpatient 
treatment  go  through  outpatient  or  inpatient  evaluation  first. 

4.  It  is  likely  that  "new"  money  would  be  needed  to  support  these  pro- 
grams. 

5.  Staffing  is  determined  by  patient  volume. 

6.  There  will  be  some  sharing  of  space  (office)  requirements  and  adminis- 
tration with  other  related  programs. 

7.  One  program  will  be  needed  in  each  region  but  existing  resources  can 
be  used  to  provide  several  evaluation  sites  in  each  region. 

Cost  (for  each  Program): 

Expenses 

Administrative  and  General       $  30,000 
Educational  Evaluations  20,000 

Staffing  (2  FTE  Professional)      60,000  +  benefits 
Depreciation  (rent)  9,600 

5119,600  +  benefits 
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(5)  Comprehensive  Inpatient  Evaluation  Facilities  4 

In  estimating  the  costs  for  such  facilities,  the  following  assumptions  were 
made: 

1.  Each  Inpatient  Evaluation  Facility  would  have  therapists  with  special 
training  in  dealing  with  children  and  adolescents. 

2.  The  Inpatient  Evaluation  Facilities  would  be  freestanding;  that  is, 
not  physically  or  organizationally  connected  to  an  inpatient  treatment 
facility.  Physical  or  organizational  connection  to  existing  mental 
health  centers  or  to  Comprehensive  Community  Evaluation  Programs  is 
recommended. 

3.  Nearly  all  children  and  adolescents  who  are  placed  in  inpatient 
treatment  go  through  outpatient  or  inpatient  evaluation  first. 

4.  It  is  likely  that  "new"  money  would  be  needed  to  support  these  facil-     g 
ities. 

5.  There  will  be  some  sharing  of  space  (office)  requirements  and  adminis- 
tration. 

6.  Each  of  the  Inpatient  Evaluation  Facilities  will  serve  an  equal 
population  and  will  have  10  inpatient  beds. 

7.  Average  length  of  stay  for  evaluations  will  be  30  days. 

8.  Cost  of  the  stay  in  an  Inpatient  Evaluation  Facility  would  include: 
room  and  board,  professional  staff  evaluation,  medical  treatment, 
education,  and  recreation. 

9.  The  physical  plant  requirements  for  this  facility  would  meet  residen- 
tial construction  standards.  Estimate  of  space  needed  for  resident 
bedrooms,  activity  space,  therapy  rooms,  offices  and  general  space  is     *| 
500  square  feet  per  bed. 
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Cost  (for  each  Facility): 

Expenses 

Administrative  and  General  $  30,000 

Staffing 

2  FTE  -  Professional  60,000 

3  FTE  -  Staff  Aides  36,000 
Depreciation  or  Rent  15,000 
Food  and  Supplies  --  $5.00  resident  day  18,250 
Repairs  and  Maintenance  2,000 
Utilities  3,000 

5164,250 

(6)  Short-term  Outpatient  Day  Treatment  Programs 

In  projecting  the  costs  of  these  programs,  the  following  assumptions  were 
made: 

1.  Day  Treatment  Programs  are  expected  to  be  a  product  of  cooperation 
(financial  and  professional  service)  by  a  wide  variety  of  agencies 
such  as  probation  offices,  school  districts,  Department  of  Family 
Services,  Regional  Mental  Health  Centers,  etc. 

2.  Financing  of  Day  Treatment  Programs  will  likely  come  from  existing 
sources,  third-party  payors,  and  some  new  money. 

3.  Each  Day  Treatment  Program  would  have  a  base  fixed  cost.  Beyond  the 
base,  costs  would  be  determined  by  program  volume.  This  base  would 
project  an  enrollment  of  15  clients. 

Cost  (for  each  Outpatient  Day  Treatment  Program): 

Expenses 

Administrative  and  General  $  45,000 

Staffing  (4  FTE  -  Professional)        168,240  +  20% 

benefits 
($33,648) 
Operating/Capital  86,025 

$332,913 
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(7)  Short-term  Intensive  In-Home  Intervention  Programs 

In  projecting  these  costs,  the  following  assumptions  were  made: 

1.   These  programs  would  be  attached  to  existing  facilities  and  programs 
that  would  provide  administration  and  space. 

Cost  (for  each  Program): 

Expenses 

Staffing  (2.5  FTE)  $57,500 

(8)  Acute  Psychiatric  Hospital  Services 

In  projecting  these  costs,  the  following  assumptions  were  made: 

1.  Acute  means  those  facilities  where  average  stays  are  under  120  days. 

2.  The  48  beds  for  children  and  adolescents  in  Butte,  75  beds  in  Billings 
for  adolescents  and  20  beds  for  children  in  Helena  will  not  be 
expanded  in  the  near  future. 

3.  Costs  will  be  approximated  by  the  amounts  presented  in  the  respective 
Certificate  of  Need  applications. 

Cost: 

Total  Revenue  —  Billings  (1989)  $  9,284,765 

Total  Revenue  —  Butte  (1989)  $  3,920,454 

Total  Revenue  —  Helena  (1989)  1,509,040 


$14,714,259 


(9)  Residential  Treatment  Facilities 


In  estimating  the  costs  of  these  facilities,  the  following  assumptions  were 
made:  • 
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1.  Residential  means  those  facilities  where  average  stays  are  longer  than 
120  days. 

2.  Proper  location  of  these  facilities  is  based  primarily  on  a  communi- 
ty's ability  to  provide  necessary  staffing  and  willingness  to  provide 
some  local  funding. 

3.  Additional  funding  of  residential  treatment  facilities  is  almost 
always  needed  because  private  pay  and  DFS  reimbursement  do  not  cover 
costs  of  operations. 

4.  The  cost  estimates  are  based  on  a  25-resident  facility  operating  at 
95%  occupancy. 

5.  The  organizational  structure  is  a  non-profit  corporation. 
Cost  of  Program: 

Expenses  (4-25  bed  facilities) 

Administrative  and  General  $  437,333 

Staffing 

36  FTE  Counselors  473,333 

17  FTE  Other  373,333 

Depreciation  66,667 
Food  and  Supplies  —  S11.50/resident/day   133,333 

Repairs  and  Maintenance  6,667 

Utilities  10,667 


51,501,333 


(10)  Chronic  Services 
Cost: 


Expenses  -  SlOO/day/person 

4-6  beds,  2  facilities  $  365,000 
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(11)  Youth  Aftercare  Services 

1.  Aftercare  services  are  expected  to  provide  transitional  support  for 
children  and  adolescents  returning  to  the  community  from  long-term 
residential  and  hospital  programs. 

2.  The  service  will  be  offered  in  all  5  regions  to  children  and  adoles- 
cents for  1  year  with  F.T.E.  caseloads  not  to  exceed  30. 

3.  Financing  of  the  program  will  likely  come  from  existing  funds  and 
additional  funding. 

Cost: 

Administrative                       $  36,000 

5  F.T.E.  125,000 

Rent  7,500 

$  168,500 

Per  Region                           $  33,700 

(12)  Therapeutic  Foster  Care  Programs 

In  estimating  the  costs  of  this  service,  the  following  assumptions  were 
made: 

1.   The  program  should  be  expanded  beyond  the  current  level  to  80 
participants,  and  made  available  in  all  five  regions. 
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2.   Costs  estimated  at  $1,300.00  per  month  per  participant. 

Cost: 

Yearly  payments  for  80  participants        $1,248,000 

(13)  Specialized  Group  Homes 

Cost: 

One  per  region  for  8  children  ($70  per  day   $1,022,000 
per  child) 

Table  1  summarizes  the  costs  of  a  complete  service  system  for  emotionally 
disturbed  children  and  adolescents.  There  are  other  services  that  are  used 
by  emotionally  disturbed  children  and  adolescents,  but  they  are  not  specif- 
ic for  that  population. 


17 


TABLE  1 

Total  Cost  and  Phase-In  Schedule  of  Services   . 
for  Emotionally  Disturbed  Children  and  Adolescents 

Phase  I  Phase  I  I  Phase  I  I  I 

(1989)  (1991)  (1993) 

(1)  Provider  Training  Program  $   72,500  $   72,500 

5  Regions  --  $72,500 

2 

(2)  Elementary  School  Counseling  Program  +2  Regions  +1  Region 

2  regions  --  $3,070,968  6,1*1,936  7,677,420 

(3)  Family  Training  Program  +2  Regions  +2  Regions 

1  region  —  $67,500  202,500  337,500 

(4)  Community  Evaluation  Programs  +2  Regions  +1  Region 

2  regions  --  $239,200  478,400  598,000 

(5)  Inpatient  Evaluations  +2  Region  +1  Region 

1  Regions  —  $328,500  657,000  821,250 

(6)  Day  Treatment  Programs  +2  Regions  +1  Region 

2  Regions  --  $332,913  665,826  832,283 

(7)  In-Home  Intervention  +1  Region  +2  Regions 

2  Regions  —  $115,000  172,500  287,500 

(8)  Acute  Care  Hospital3  14,142,259  14,714,259 

143  beds  --  $14,714,259 

(9)  Residential  Treatment  1,501,333  1,501,333 

4  25-bed  Facilities  —  $1,501,333 

(10)  Chronic  Services  365,000  365,000 

$365,000 

(11)  Aftercare  Services  +2  Regions  +1  Region 

2  Regions  —  $337,000  337,000  168,500 

(12)  Therapeutic  Foster  Care  1,248,000  1,248,000 

$1,248,000 

(13)  Specialized  Croup  Homes  1,022,000  1,022,000 

$1,022,000  

TOTALS     $23,414,173  $27,578,254  $29,645,545 

Complete  service  system  recommended  by  State  Committee  on  Emotionally  Disturbed  Children 
and  Youth. 

Regional  costs  will  vary  with  number  of  schools  and  students,  but  for  this  chart  each  region 
is  included  at  one-fifth  of  the  state  total. 

Hospital  services  are   approved  and  funds  thus  are  committed. 
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4.0.  General  Analysis 

4.1  Alternatives  and  Issues 

The  first  priority  in  efforts  to  improve  and  complete  Montana's  service 
system  for  emotionally  disturbed  children  and  adolescents  is  coordination 
of  services.  The  various  agencies  who  have  resources  and  responsibilities 
for  these  services  must  be  given  the  authority  and  responsibility  to 
coordinate  their  services  and  resources.  Where  consolidation  is  possible, 
that  may  be  the  best  route  to  coordination. 

The  use  of  current  resources  will  be  made  more  efficient  and  effective  by 
coordination  of  services.  It  will  also  be  possible  to  quantify  needs  and 
plan  further  resource  development  when  identification  and  placement  of 
children  and  adolescents  is  coordinated  among  the  responsible  agencies. 

The  largest  gaps  in  the  current  system  are  in  the  areas  of  prevention  and 
early  intervention  and  aftercare  services.  These  areas  should  be  pri- 
orities for  system  expansion. 

If  children  and  adolescent  services  in  general  are  to  be  combined,  it  will 
be  essential  to  provide  specific  programs  and  funds  for  emotionally  dis- 
turbed children  and  adolescents  within  that  structure.  Planning,  coordina- 
tion, and  administration  of  services  for  these  groups  must  be  done  as  a 
specific  activity  with  personnel  assigned  these  exclusive  responsibilities, 
It  should  not  be  delegated  to  committees  of  administrators  and  service 
personnel  whose  primary  responsibilities  lie  in  other  areas  (e.g.,  educa- 
tion, justice,  health,  fiscal  management^. 
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INTERAGENCY  COMMITTEE  FOR  EMOTIONALLY  DISTURBED  CHILDREN 


Public 

Dave  Bennetts 

Residential  Care  Specialist 

Department  of  Family  Services 

Box  8005 

Helena,  MT  59604       444-4908 


Maxine  Ferguson,  R.N. 
Department  of  Health  and 
Environmental  Sciences 
Cogswell  Building 
Helena,  MT  59620       444- 


•4740 


Dan  Anderson 

Mental  Health  Bureau 

Department  of  Institutions 

1539  11th  Avenue 

Helena,  MT  59620       444- 

Susan  Bailey 

Office  of  Public  Instruction 

1300  11th  Avenue 

Helena,  MT  59620 

Candi  Wemmer 
Board  of  Crime  Control 
303  North  Roberts 
Helena,  MT  59601 

Associate  Member 

Denalie  Bruins,  Parent 
930  Poplar 
Missoula,  MT  59801 


3964 


Private 

Joan  Rebich,  Chairman 

MT  Residential  Child  Care  Assoc. 

Deaconess  Home  for  Children 

500  South  Lamborn 

Helena,  MT  59601       442-7920 

Joan-Nell  Macfadden 

Mental  Health  Assoc,  of  Montana 

2620  4th  Avenue  South 

Great  Falls,  MT  59405   452-4185 

Cliff  Murphy 

Mental  Health  Assoc,  of  Montana 

1301  Rimrock  Road 

Billings,  MT  59102     252-1685 


Steve  Waldron 

MT  Council  of  Mental 

512  Logan 

Helena,  MT  59601 


Health  Centers 
442-7808 


Bill  Link 

MT  Assoc,  of  School  Psychologists 

215  South  Maryland 

Conrad,  MT  59425 

Gregg  Burham 

MT  Juvenile  Probation  Officers 
Association 

Missoula  County  Courthouse 
Missoula,  MT  59801 

Joseph  Rich,  M.D. 
MT  Psychiatric  Association 
Deaconess  Medical  Center 
Billings,  MT  59102 


< 
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ORGANIZATIONS  REPRESENTED  IN  THE  DEVELOPMENT  OF  THIS  DOCUMENT 

Montana  Department  of  Family  Services 

Montana  Department  of  Institutions 

Montana  Department  of  Health  and  Environmental  Sciences 

Montana  Office  of  Public  Instruction 

Mental  Health  Association  of  Montana 

Montana  Residential  Child  Care  Association 

Montana  Council  of  Mental  Health  Centers 

Montana  Association  of  School  Psychologists 

Montana  Juvenile  Probation  Officers  Association 

Montana  Psychiatric  Association 

Individuals  Represented 

Parent  of  an  Emotionally  Disturbed  Child 


MF/war-lOb 
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